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In response to the growing diversity of the United States population and concerns with health disparities,
formal training in cross-cultural care has become mandatory for all medical specialties, including
surgery. The aim of this study was to assess the readiness of a general surgery residency program to
incorporate cultural competency initiatives into its curriculum. Eighteen surgical teaching faculty (at
a community-based hospital with a university afﬁliation) voluntarily participated in a qualitative study to
share their views on cultural competency and to discuss ways that it could potentially be incorporated
into the curriculum. Reﬂective of current deﬁnitions of cultural competency, faculty viewed the term
culture broadly (i.e., beyond race and ethnicity). Suggested instructional methods varied, with some
noting that exposure to different cultures was helpful. Others stated the importance of faculty serving as
role models. Most faculty in this study appear open to cultural training, but desire a clear understanding
of what that would entail and how it can be taught. They also acknowledged the lack of time to address
cultural issues. Taking into consideration these and other concerns, planned curricular interventions are
also presented.
 2009 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
The increasing diversity of the United States population directs
attention to the need for health care professionals who are
‘‘culturally competent.’’ Culturally competent health care providers
are those who ‘‘have respect for patients’ health beliefs, understand
the biopsychosocial context in which patients experience illness,
and develop amutually agreeable treatment plan.’’1 Although there
currently is no standardized deﬁnition of cultural competence,
Cross et al.’s deﬁnition is commonly cited: ‘‘Cultural Competence is
a set of congruent behaviors, attitudes, and policies that come
together in a system, agency, or among professionals and enables
that system, agency, or those professionals to work effectively in
cross-cultural situations.’’2 Weissman et al.’s deﬁnition refers to the
provision of cross-cultural health care as interactions with patients
who are from a culture different from the provider’s own culture.3
Culture is deﬁned broadly and includes, but is not limited to, race,
ethnicity, religion, gender, and social class. Additionally, as noted in
the deﬁnitions above, cultural competency must not only be
viewed at the individual level, but also within the context of the: þ1 808 586 3022.
n).
ciates Ltd. Published by Elsevier Ltorganizations and institutions where physicians and other health
care workers provide services.
Reporting speciﬁcally on two aspects of culture, the Institute of
Medicine’s 2003 report noted that even after socioeconomic
factors, access issues, and other factors were considered,
a patient’s race and ethnicity was signiﬁcantly related to the type
of health care he or she received.4 Integration of cross-cultural
education into the training of all current and future health
professionals was recommended as one of the steps toward
mitigating these concerns. Reﬂecting agreement with this
recommendation, various accrediting bodies and laws have
mandated such training be provided. For example, the Joint
Commission, URAC, and the National Committee for Quality
Assurance have developed guidelines that align to federal regu-
lations (i.e., Culturally and Linguistically Appropriate Services
[CLAS] standards).5 Additionally, requirements also have been
implemented at the State level with several States having passed
legislation regarding Continuing Medical Education (CME)
training in cultural competence.6 New Jersey’s Bryant Law, enacted
and passed on March 24, 2005, requires all medical students to
complete cultural competency training as a licensure requirement
in that State. Enacted July 1, 2006, California Bill, AB 1195 requires
the accrediting body responsible for CME to include curriculum in
cultural competency for all coursework that includes directd. All rights reserved.
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programs in Washington State to integrate multicultural health in
their curricula by July 1, 2008. New York and Ohio have similar
legislation pending passage.6
For cultural competency in medical education, the Liaison
Committee on Medical Education (LCME) requires both faculty and
students to display that they understand the perceptions of people
of diverse cultures and belief systems with regard to health and
illness and how this impacts their response to various symptoms,
diseases, and treatments.7 Furthermore, medical students must
take into consideration their own as well as others’ biases when
treating patients. Of most relevance to the current study, which
describes a general surgery residency program’s attempt to address
these issues, is the Accreditation Council for Graduate Medical
Education (ACGME) requirement to ensure that residents demon-
strate the ability to provide high-quality care to diverse patient
populations.8 Of the six ACGME competencies (patient care,
medical knowledge, systems-based practice, professionalism,
interpersonal and communication skills, and practice-based
learning and improvement), cultural competence is addressed
primarily under professionalism and secondarily under interper-
sonal and communication skills. The professionalism competency
states that residents must learn ‘‘sensitivity and responsiveness to
a diverse patient population, including but not limited to diversity
in gender, age, culture, race, religion, disabilities, and sexual
orientation.’’ The ‘‘interpersonal and communication skills’’
competency states that residents must learn to ‘‘communicate
effectively with patients, families, and the public, as appropriate,
across a broad range of socioeconomic and cultural backgrounds.’’
The ACGME requires that the efﬁcacy of any such educational
interventions be formally assessed and documented.
The degree of focus on cultural competency initiatives in resi-
dency programs, beyond the general ACGME requirements stated
above, varies across specialties. A nationwide survey of 2047 resi-
dents (internal medicine, surgery, pediatrics, obstetrics/gyne-
cology, emergency medicine, psychiatry, and family medicine),
attempting to assess preparedness to provide cross-cultural care,
found that most residents viewed a patient’s culture as an impor-
tant factor when providing care (moderately important¼ 26%; very
important¼ 70%).3 The degree of importance, however, varied by
specialty. For example, surgical and emergency medicine residents
were less likely to deem cultural issues as ‘‘very important’’ (43%
and 47%, respectively), compared with the other specialties, of
which 67–94% felt it was ‘‘very important.’’ Similar ﬁndings were
presented in a related qualitative study on residents’ perceptions of
their experiences learning cross-cultural care.9
As evidenced with the results of the above survey, incorporating
cultural competence in surgical resident education is an emerging
endeavor. As a result, research in this area is rather limited. A search
of the literature resulted in the identiﬁcation of a recent study of 43
surgical residents, which assessed the impact of teaching sessions
utilizing a pre- and post-test of surgical residents’ performance on
three cultural competency measures: (1) Healthcare Cultural
Competency Test (HCCT), (2) Cultural Skills Acquisition (CSA), and
(3) Clinical Scenarios Test (CSE).10 The HCCT, comprising 30 ques-
tions, assessed general health care cultural competence. The CSA
was an open-ended questionnaire that asked residents whether
they acquired the skills to provide culturally competent care and to
deﬁne any barriers. The CSE consisted of written clinical scenarios
with cross-cultural aspects.
The surgical residents’ baseline performance was documented
with the three tests. After a two-part lecture on principles of
cultural competency and continued self-learning, the three tests
were administered again as a post-test. Results were analyzed for
35 of the residents and participants showed an 88% improvementon their HCCT scores, a two-fold improvement on the CSA, and
a 40% improvement in CSE. The residents noted the following
barriers to providing culturally competent care: inadequate
teaching tools, lack of formal training, and limited information on
available resources.10
Although not providing speciﬁc guidance on training for faculty
regarding cultural competence, the ACGME has provided faculty
development resources through its Outcome Project.11 An expla-
nation of each of the competencies, including how they can be
implemented into a curriculum and assessed is provided. Speciﬁ-
cally with regard to cultural competence, the ACGME suggests that
faculty discuss with residents the impact of diversity issues, health
literacy, and disparities on patient care and treatment. Examples
include reviewing cases that residents encountered; panels of
patients to discuss ethical or cultural issues; a cultural diversity
seminar, conference, or workshop; didactic/small-group discussion
using hospital staff from other disciplines or community agencies;
and role modeling. With regard to the practical implementation of
the competencies in general, the ACGME suggests that each
program identiﬁes the meaning of the speciﬁc competency, how it
is currently being taught in the program, andwhat should be added
to the program to enhance current efforts.
Based on MacDonald et al.’s study of pediatric residents and
teaching faculty, the current study was an attempt to conduct
a needs assessment of a general surgical residency program prior to
the implementation of formal ‘‘cultural competency’’ training.12 In
an attempt to identify needs and which areas to concentrate future
training efforts, MacDonald et al. utilized two focus groups – resi-
dents (n¼ 6) and teaching faculty (n¼ 10). They found that both
groups viewed culture as a ‘‘complication’’ to clinical practice; that
is, culture was viewed as making the understanding and evaluation
of a case more difﬁcult. Both the teaching faculty and the residents
requested more training on cultural issues. Although residents
requested more role modeling and mentoring with regard to
cultural matters, the teaching faculty did not feel adequately
trained to provide that type of guidance. These ﬁndings resulted
in three recommendations: (1) increasing understanding of
commonly dealt with cultural groups and available resources;
(2) provision of mentoring and role modeling; and (3) professional
development for faculty regarding cultural issues.
2. Method
After obtaining approval from the appropriate institutional
review boards, the principal investigator (Chun), sent emails to all
23 surgical residents and 41 surgical teaching faculty (faculty) to
request participation, which was strictly on a voluntary basis. Four
of the surgical residents and eighteen teaching faculty were inter-
viewed individually, with the exception of two of the surgical
residents who were interviewed together. The principal investi-
gator conducted all of the faculty interviews. One of the other
investigators (Young) assisted with note-taking during the resident
interviews. Handwritten notes were taken and then transcribed
into word processing software. Because of the limited response
from the residents and their concern with maintaining their
anonymity, we did not analyze their data and did not include the
results in this paper. We did, however, utilize their input internally
and took it into consideration when we were designing the
curriculum.
Interviews with faculty were conducted wherever and when-
ever necessary to accommodate their busy schedules. Most of the
interviews took place in the faculty’s administrative or clinical
ofﬁce. Faculty were asked nine standardized, open-ended questions
derived from McDonald et al. (see Appendix A).12 The principal
investigator transcribed the interview data and conducted
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investigator (Young) and an outside researcher with no prior
knowledge of the study also conducted a content analysis. There
was general agreement regarding common themes.
3. Results
The results are presented according to question/topic and are
then organized by themes. The length of time the faculty have been
involved with resident education ranged from 2 years to 39 years.
Two of the faculty taught less than 5 years. Four taught between 5
and 10 years. Six taught between 10 and 15 years. Three taught
between 15 and 20 years, and 3 have been involved with training
surgical residents for more than 20 years.
When asked how they deﬁne culture, all of the faculty deﬁned
culture broadly and did not limit it to race and ethnicity. The
following deﬁnition was rather typical of the responses: ‘‘What
deﬁnes an individual. Their knowledge, understanding, response to
the environment, both social and otherwise.’’ Several faculty
commented on how difﬁcult culture is to deﬁne and how it can
mean many things. In addition to making reference to ‘‘customs,’’
several faculty made reference to culture with regard to the ‘‘arts’’
and how exposure to the arts can broaden a person’s thinking and
perception of the world. The implication was that exposure to
diverse experiences can aid with the development of cultural
sensitivity.
The faculty’s deﬁnitions of cultural identity were similar to their
deﬁnitions of culture; they were broad and generally were not
limited to race and ethnicity. Therewas, however, more reference to
belonging to a speciﬁc ethnic group, such as Asian American. And,
reference to being ‘‘local’’ (i.e. born and raised in Hawaii) was made.
When asked what is needed with regard to cultural training,
four of the faculty stated that cultural matters should be a formal
part of the curriculum. Another four faculty felt that speciﬁc
cultural training was not necessary since it is already covered when
teaching interpersonal and communication skills to the residents.
The majority of the faculty were uncertain of what speciﬁcally
should be required. Over half of the faculty noted how busy the
residents are and how it may be difﬁcult to add another require-
ment; however, faculty did feel that cultural matters are important,
but wondered which teaching method would be most effective.
Several pointed to the importance of faculty development; specif-
ically, training the faculty so they in turn can train the residents
through role modeling and integrating it within the context of
patient interactions. One faculty noted the following with regard to
cultural training: ‘‘I may teach something to residents, but it is
likely a brief, passing moment. For example, a stoic Japanese
patient. But, I really focus on the person on an individual person-
ality basis, not cultural.’’
All faculty reported that the adequacy of their cultural knowl-
edgewas relative and needed to be placed into context.With regard
to the surgical ﬁeld, all faculty felt their knowledge was adequate;
all but four of the faculty described their cultural knowledge as
‘‘average.’’ Those who felt their knowledge was ‘‘above average’’
stated such because of their relatively high level of exposure to
a variety of cultures (e.g., traveling widely and/or having lived in
different states or countries). One faculty felt his/her knowledge
was ‘‘above average’’ because of his/her cultural competency
training via a master’s degree in public health. The majority of the
faculty felt, however, that obtaining cultural knowledge is an
ongoing process; the more exposure to diversity, the more under-
standing is acquired.
None of the faculty reported receiving any professional devel-
opment (i.e., formal training) in the area of cultural training. If any
formal training was received, it was during medical school (e.g.,cultural standardized patient case, medical Spanish) or due to
receiving a degree in public health.
When considering the preparedness of residents to deal with
cultural matters upon entering the residency program, the majority
of the faculty felt that readiness was dependent on the individual
resident’s exposure to different cultures and their personalities.
Three faculty felt that residents were well-prepared, and four
faculty felt that the residents were not very prepared to deal with
cultural matters upon entering the program. Some of the faculty
felt that the ‘‘local’’ residents tended to be more culturally sensitive
than those not from Hawaii, but qualiﬁed it by saying that it was
dependent on previous experience and exposure. The following
response is reﬂective of most of the comments made: ‘‘Varies
drastically depending on background, age, personality. Cultural
competency is part maturity and social skills. Cultural knowledge
doesn’t grant social skills.’’
With regard to seeking cultural knowledge, four faculty said
they do not seek cultural knowledge. The remaining faculty noted
that they read, travel, interact with diverse groups of people, or
conduct research that takes cultural factors (e.g., ethnicity) into
consideration.
When asked about gaps in the residency program regarding
cultural training, all of the faculty acknowledged that there
currently is no formal training in place. There was general agree-
ment that some type of training would be helpful, but not neces-
sarily speciﬁcally regarding culture. Although four faculty stated
that formal training speciﬁcally related to culture is needed, most
were uncertain about what that would entail. For some, they felt
addressing interpersonal and communication skills would help
residents develop cultural sensitivity. Some were ambivalent,
depending on the seriousness of the endeavor. For example, one
faculty stated that if cultural training is implemented it cannot be
a ‘‘patch job’’ or a singular event. It needs to be an ongoing, formal
part of the curriculum.
4. Discussion
There are a number of considerations that must be addressed
before the implementation of cultural training. Keys to any effort
include gaining an understanding of both faculty and resident
perceptions of culture and cultural training, utilizing a consistent
deﬁnition of culture, and planning how any curricular interven-
tions will be measured for effectiveness. The faculty that took part
in this study all remarked on the complexity of the term. They
understand culture in a broad sense, going beyond race and
ethnicity. Most faculty appear open to cultural training but would
like to have a clear understanding of exactly what that would
entail and how it can be taught. Due to time constraints and the
importance of developing technical, surgical skills, faculty were
concerned with how to best integrate cultural training into the
current curriculum.
It is important to reiterate that this study is a preliminary
assessment and is a work in progress. Because of what could be
described as the naı¨vete´ of the primary investigator and her notion
that cultural competency is widely accepted as an important part of
medical training, there was not much preparation for having to
explain why addressing cultural issues are important or even
necessary. This only became evident when the primary investigator
sought guidance from other medical specialties and when cultural
curricular interventions had actually been planned, informally
announced, andmet with dismay by some of the residents. Because
the specialty of family medicine has formal training and more
speciﬁc requirements with regard to cultural training, advice was
sought from experts in that department at our medical school.
A cultural anthropologist and a physician expressed initial concern
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the surgical faculty and residents to this endeavor, but after reas-
surances, they decided to assist.
The cultural training initiative that is currently being planned is
a videotaped, ‘‘cultural’’ standardized patient exam. When this
initiative is ﬁnally implemented, each resident will be asked to
attempt to obtain informed consent from a patient who is facing leg
amputation, but is refusing to do so because of cultural reasons. We
have already videotaped a pilot exam with one of the surgical
faculty. In addition to further reﬁning the scenario, the evaluation
forms, which were obtained from the family medicine department,
are also being revised. The resident will be completing a self-
assessment and the faculty and standardized patient will also be
evaluating the residents via a similar form.
During a journal club with ‘‘Introduction to Cultural Compe-
tency’’ as a topic and led by the primary investigator, the cultural
standardized patient exam was mentioned. Some of the residents
expressed dismay and stated that cultural competency was
common sense and this was something they had already learned in
medical school. They also expressed concern with being evaluated
and with who would be conducting the evaluation. On a positive
note, the surgical teaching faculty who volunteered to assist with
the endeavor maintained their support and better explained the
exam to the residents; however, it is critical for the primary
investigator to be better prepared to explain ‘‘the WHY.’’ It is
anticipated that as the date of implementation grows nearer,
concerns may once again be raised.
In addition to mentioning accreditation and legal requirements
as the main reason for becoming ‘‘culturally competent,’’ it is
helpful to demonstrate how it will aid the physician in optimizing
patient care. Some have argued that patients may likely not care
whether or not physicians take into consideration their culture and
that it may not matter. In other words, if a patient’s needs are
paramount and they are treated with concern and respect (i.e.
patient-centered care), then cultural considerations are not
necessary or negligible. However, patient-centered care comple-
ments as opposed to contradicts culturally competent care. A
number of leading studies have classiﬁed all medical encounters as
‘‘intercultural’’ with the development of ‘‘intercultural communi-
cation skills’’ a salient beneﬁt to all physicians.13,14 Betancourt
notes that cultural competence expands patient-centered care (i.e.
the need to consider a patient’s health beliefs, values, and
perspectives) with an emphasis on the role of social and cultural
factors.15
Kleinman approaches culture by having providers determine
ﬁrst whether, for example, a patient’s ethnic identity is of impor-
tance to them.16 Hence, the patient is being viewed as an individual,
and if culture does matter then it can be appropriately taken into
consideration by the provider. This is the approach we are taking
with our standardized patient exam.
Another difﬁcult question that needs to be answered is whether
cultural training is effective. Although there is a growing body of
literature demonstrating that cultural training does have positive
impacts on improving knowledge, attitudes, and skills, there is
a lack of evidence with regard to its impact on adherence to
therapy, health outcomes, and alleviating racial and ethnic
disparities in health care delivery.17 Cultural competency policy and
practice have proliferated without the beneﬁt of rigorous evalua-
tion [Julia Puebla Fortier, personal communication, April 26, 2009].
It is best to be honest when asked about the efﬁcacy of cultural
training – although there is some evidence to support the effec-
tiveness of cultural training, we cannot conﬁrm this until more
formal study of this area is completed. Therefore, it is critical that
we and others who undertake a cultural training endeavor ensure
that it is formally evaluated with a validated tool. Althoughcurrently there is no standardized evaluation tool used to measure
cultural competency in medical or resident education, there are
some tools that are currently being validated.20
As when a provider deals with a patient, it is important for
programs to utilize existing guidelines, such as those offered by the
United States Department of Health and Human Services’ Ofﬁce of
Minority Health and Agency for Healthcare Research and
Quality.18,19 However, it is important to properly tailor it to their
situation. The process should begin with a needs assessment as we
have conducted. In addition to differences across specialties, each
program (even within a specialty) is different in terms of avail-
ability of resources (e.g., ﬁscal, stafﬁng, relevant expertise), which
may limit the type of cultural training initiatives that can be
included. Cogle proposes asking the following questions during the
needs assessment21:
 What is your patient population?
 What education resources do you have?
 Howmay the personal experiences and biases of your residents
affect how patients from diverse backgrounds are treated?
 What are your residents’ biggest concerns? Do they have
difﬁculty working effectively with interpreters?
 What staff resources can you use?
As we go through our planning phase, it is important for us to
obtain additional feedback from the faculty to determine when this
pilot standardized patient exam should be implemented, and after
assessment, whether it should be continued. The sample size for
this current study is small and it is reﬂective of less than half of the
teaching faculty. Additionally, the faculty who participated may
have a stronger interest or openness to cultural training than those
who opted not to participate. However, we plan to obtain feedback
from key surgical faculty, both formally and informally, throughout
the process.
In conclusion, cultural training is a complex endeavor fraught
with a number of philosophical and logistical difﬁculties; however,
this only speaks to the importance of continuing to study its impact
formally. Although still emerging, there is a growing body of liter-
ature demonstrating its importance. And, any intervention that
enhances and optimizes patient care should continue to be studied
even if it can be methodologically difﬁcult.Conﬂict of interest
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Questions for teaching faculty (based on McDonald et al.12):
1. How long have you been involved with resident education?
2. How do you deﬁne culture?
3. How would you describe cultural identity?
4. What do you feel is needed with regard to cultural training?
5. How would you describe your level of cultural knowledge? Do
you feel that it is adequate for your profession?
6. What types of professional development have you received in
the area of cultural training?
7. How would you describe most residents’ abilities with regard
to cultural matters when they ﬁrst enter the program?
8. Please describe your strategies for seeking cultural knowledge.
9. Please discuss any gaps in the program that you feel need to be
addressed.
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